Objective: Individuals with eating disorders (ED), particularly anorexia nervosa (AN), and bulimia nervosa (BN), often wish to reduce their body weight in pursuit of a thin ideal, but no study has examined the relation between desired weight and ED pathology in a clinical population of youth.
individual desires and may correlate more precisely with eating disorder pathology. In studies that ask individuals to identify a preferred body silhouette, participants have a limited number of choices, usually choosing between five and six sketched outlines which may not accurately represent their current or desired shapes. Instead, assessing for preferred (i.e., desired) weight allows participants to choose an exact number which can then be examined for how healthy or unhealthy that desired weight would be for a given individual.
Individuals with BN are more likely to desire a low weight than community samples (Chernyak & Lowe, 2010) . However, no research has compared the construct of desired weight between individuals with AN and those with BN, who may present with different desired weight goals. Studying individuals with AN and individuals with BN allows for the examination of differences in desired weight among individuals who commonly endorse an overvaluation of body shape or weight but who may or may not be at an unhealthy (i.e., low) weight.
Individuals with BN may desire to be at an unhealthy weight. However, it's posibble that they desire to be at a healthy weight for their height, but there is a large discrepancy between their present and desired weight which could be maintaining their eating disorder pathology.
Indeed, research on weight suppression (i.e., the difference between one's highest and current weight) points to this possibility, as higher levels of weight suppression predict both the onset and maintenance of BN (Keel & Heatherton, 2010) . However, a measure of weight suppression does not indicate what weight an individual is striving for, but rather the amount of weight loss they have achieved.
Given that preference for a smaller body size and actual-desired weight discrepancies are associated with increased eating disordered behaviors in nonclinical populations, it is important to understand the relationship between desired weight and eating disorder pathology in clinical samples. It is possible that striving for a particular desired weight may pose a barrier to weight restoration and the normalization of eating patterns, as well as negatively impact motivation to maintain a healthy weight or abstain from eating disorder behaviors. Thus, expanding our conceptualization of body size preferences to focus on body weight may enhance our understanding of factors that drive or maintain eating disorder pathology and, in turn, could be a measure of psychological progress, or lackthereof, over the course of treatment.
This study examines the relationship between desired weight and eating disorder pathology, and between actual-desired weight discrepancies and eating disorder pathology, in a clinical sample of youth with AN or BN. We used individuals' self-reported desired weight to examine two different constructs. First, individuals' desired weight was examined as a percentage of their expected body weight (EBW), termed "desired weight percentage," and was used to examine patients' goal weight in relation to height, adjusted for age and sex. Second, individuals' desired weight was examined in relation to their current weight, termed "weight difference percentage," and was used to examine actual-desired weight discrepancies (i.e., the difference between one's current and preferred weight). In Table 1 , we provide four fictional illustrations to depict how these two constructs are defined, and how they can vary across individuals with diverse eating disorder pathology. We hypothesized that lower desired weight percentages (i.e., wanting to reach a lower percent of one's EBW) would be associated with greater levels of eating disorder behaviors and cognitions.
Similarly, we hypothesized that larger weight difference percentages (i.e., a larger discrepancy between one's current and desired weight) would be associated with greater levels of eating disorder behaviors 2013a, 2013b) . For this study, participants were included if they met DSM-5 diagnostic criteria for AN or BN (APA, 2013a (APA, , 2013b . Participants with binge eating disorder (BED) were excluded from these analyses, as overvaluation of shape and weight is not a diagnostic criterion for BED (APA, 2013a (APA, , 2013b Demographic information on age and sex were collected. Height and weight were measured while participants were wearing light indoor clothing and without shoes by trained staff using a stadiometer and a calibrated scale (either digital or balance beam). Height and weight were used to calculate participants' percent EBW for age and sex.
| Eating disorder examination
The Eating Disorder Examination (EDE) is a semi-structured interview conducted by trained staff to assess for eating disorder pathology in the past 28 days and over the past 3 months (Fairburn & Cooper, 1993) . For the purpose of this study, self-reported desired weight was assessed via the question, "What weight would you like to be?" Participants were excluded from this study if they reported that they were not interested in their weight (n 5 18), that no specific weight would be low enough (n 5 4), or that they were primarily concerned with their shape and not their weight (n 5 14), per EDE instructions. For this study, participants reported episodes of objective binge eating and purging (i.e., selfinduced vomiting, diuretic abuse, or laxative abuse) over the past 3 months. The EDE yields four subscale scores: restraint, eating concern, weight concern, and shape concern. Notably, the question about desired weight is not utilized in the calculation of EDE subscale scores. Studies have indicated that the EDE is both reliable and valid (Berg, Peterson, Frazier, & Crow, 2012 ) and has been used in studies of youth with EDs 
| Statistical analysis
Data were screened for normality, and participants who reported that they wished to be zero pounds were excluded from the analyses (n 5 3), as these data points were outliers beyond three standard deviations from the mean desired weight. After these three participants were excluded, the desired weight range was 51-185 pounds, meaning that all other participants selected a weight that could be viable for life. 
| R E S U L T S
Participants in this study had a mean age of 15.61 years (SD 5 2.14),
were mostly female (93%), and had diagnoses of AN (n 5 181, 52%) or BN (n 5 159, 48%). The mean BMI percentile for the sample was 32.13 (SD 5 34.18), and participants' mean percent EBW was 95.95% Demographic differences in desired weight percentage and weight difference percentage by eating disorder diagnosis, the presence of binge eating or purging, sex, and age are presented in percentage, and eating disorder pathology. Desired weight percentage was significantly associated with weight concern (p 5 .014), shape concern (p 5 .008), and restraint (p < .001), but not eating concern (p 5 .255). Weight difference percentage was significantly associated with weight concern, shape concern, restraint, and eating concern (ps < .001). There were trend-level associations between weight differ- than what they had (Channon et al., 1990) , which is consistent with our finding that individuals with AN were willing to gain some weight.
In Table 1 , "Riley" provides a clinical case example of an individual with AN who has been told that she needs to gain weight and consequently presented for treatment. Although Riley reports that she is willing to gain a small amount of weight, that amount of weight is insufficient for her to achieve a healthy weight. This finding has potential implications for treatment, as the strong desire to maintain an unhealthy body weight could contribute to an inability to engage in treatment that requires weight gain beyond the modest amount these individuals reported desiring. Nevertheless, our finding should be considered in light of the fact that our sample was comprised of youth presenting to an outpatient treatment/research program. Given that these youth were presenting for treatment, they may have been more interested in gaining weight than other individuals with AN. Moreover, the average duration of illness for participants with AN in our study was 14 months, which may be considered within the "early" stage of AN when the disorder may be easier to treat (Touyz et al., 2013) . Indeed, a shorter duration of illness, younger age, and social desirability biases could have contributed to this subgroup's average desire to gain weight. Future work is needed to replicate these results in a sample of adults or among individuals with a long-standing eating disorder diagnosis for whom pathology may be more ingrained, as well as to evaluate the impact of desired weight on progress in treatment.
By contrast, participants with BN had a goal weight that was healthy for their height on average (i.e., mean desired weight percentage was above 95% of EBW). However, this subgroup had larger discrepancies between their actual and desired weight than individuals with AN. In Table 1 , "Juana" provides an example of an individual with BN whose desired weight is not unhealthy for her age and height, but who has a large difference between her current and desired weight.
Importantly, weight loss is not the primary goal of treatment for BN (although some weight loss may occur during treatment as eating is normalized and binge eating becomes less frequent [Murphy, Straebler, Cooper, & Fairburn, 2010] ), which could result in a mismatch between patients' weight loss goals and clinicians' efforts to target eating disordered behaviors. For example, if patients' desired weight goals lead them to restrict their eating, they may be unwilling to normalize their eating for fear that this will cause weight gain. A mismatch in treatment goals could impact patients' motivation and lead to treatment dropout.
Thus, it may be beneficial to understand patients' desired weight and appropriately address weight loss goals that are unhealthy or unrealistic in the context of eating disorder treatment.
Desired weight percentage and weight difference percentage were not correlated and were independently associated with weight/shape concerns and restraint, suggesting that both variables make a separate contribution to eating disorder pathology and thus may be distinct constructs. Individuals with AN may desire to be at an objectively unhealthy weight, which can maintain their eating disorder. Individuals with BN may or may not desire to be at a weight that is unhealthy for their height (see clinical illustrations "Juana" and "Elaine" in Table 1 ), but if there is a large difference between their current and desired weight, then the weight that they wish to lose could be a factor that drives eating disordered behaviors. It may be important for clinicians to assess patients' weight goals both in terms of the healthiness of the desired weight and the distance between current and desired weights. Striving for a desired weight that is either unhealthy or inconsistent with one's current weight may be a clinically salient consequence of the overvaluation of shape and weight that is a hallmark feature of both AN and BN.
The relationships between desired weight percentage, weight difference percentage, and binge eating and purging were also examined, as there were 34 participants with AN who exhibited at least one episode of binge eating or purging in the past 3 months. Similar to the differences between individuals with AN and BN, individuals with binge eating or purging desired to be at a higher weight, but had a larger difference between their current and desired weight, than individuals who did not engage in these behaviors. Among participants who engaged in binge eating, higher numbers of binge eating episodes were associated with greater weight difference percentages (i.e., larger differences between present and desired weight). Binge eating episodes can cause weight gain, which could move participants further from their goal weight. Neither desired weight percentage nor weight difference percentage were able to predict whether or not an individual engaged in binge eating or purging behaviors. There do appear to be differences in desired weight goals between individuals who engage in binge eating and purging and those that do not, and the relationship between binge eating and weight difference percentages warrants further study.
Strengths of this study include the large sample size and the examination of desired body weight as opposed to desired body shape, using a preexisting question on the EDE, the gold standard measure of assessment. However, limitations should be noted as well. First, this study only included youth with AN or BN. Future research should seek to compare individuals with AN, BN, avoidant/restrictive food intake disorder (ARFID), or BED. ARFID and BED do not include overvaluation of shape and weight in their diagnostic criteria, so it would be interesting to evaluate whether desired weight is associated with increased eating disorder pathology in individuals with these diagnoses.
Additionally, although this study utilized a standardized methodology to assess eating disorder pathology (including desired weight) in the context of a structured interview, it is possible that participants' responses to the interview prompts were subject to social desirability biases. Also, no data were collected on individuals' diagnostic history to determine whether any individuals experienced diagnostic crossover prior to the assessment, so it was not possible to examine any subgroups of individuals who moved from AN to BN, or vice versa, to see how their desired weight and weight difference percentage may differ from individuals without diagnostic crossover. Finally, this study did not include other measures of body image dissatisfaction or supplementary questions about participants' desired weight.
In the future, it may be beneficial to assess how important weight goals are to a given individual. We did not have data that indicate whether individuals were making efforts to achieve their desired weights. For example, having a desired weight that is lower than one's current weight (as our results showed among patients with BN) may lead to heightened engagement in eating disorder behaviors to achieve the desired weight goal. If patients succeed in attaining their weight loss goals, then their eating disorder may worsen as they reach an objectively unhealthy weight or an increased level of weight suppression (Keel & Heatherton, 2010) . At the same time, knowing individuals' desired weights may not have prognostic value if individuals are not actually engaging in behaviors to achieve their desired weight goals.
More specifically, our results among patients with AN suggest that these individuals desire to be a higher weight than their current weight; yet, it is unknown whether these individuals would make attempts to achieve this desired weight independently without intervention. Taken together, our findings provide an important initial investigation of the association between desired weight and eating disorder pathology, but also suggest areas for future study in terms of understanding the impact of desired weight on maintenance of eating disorder pathology. 
